HE incidence of myocardial infarction increased after the World War II in Japan.
There appeared already a number of studies on this subject from such viewpoint as epidemiology, clinical survey and also experimental works. At present only few reports are available in Japan as to the observations on clinical course and prognosis of myocardial infarction. So we decided to elucidate whether or not there may exist special racial feature among Japanese people. We compiled our experiences on 161 patients of clinical myocardial infarction here, and compared it with those Japanese reports which are published in recent 10 years. The statistics are prepared from the cases examined at the Ist Internal Clinic of Tokyo University Hospital and some related clinics.
RESULTS
I. General findings 1. Age distribution The distribution of ages at which attacks occurred is shown in Fig. 1 . The majority is found in the age group of fifties and followed by those of sixties, seventies and forties in this order.
Sex difference
The mean sex ratio is 4.7: 1, the male being larger in number. The 
When and where infarction occurred
The largest occurrence is found during the night between 19.00 and 1.00 in a day. The incidence is the most frequent at their home in exceeding one half of the cases (Fig. 3) .
The attack most often occurs during physical activity and is followed by during inactive state, during sleep, and after physical activity or meal in this order. It is noteworthy that in the eldest group more than half cases belong to during inactivity and sleep group (Table III) . (Table VI) .
9. Obesity Obesity is measured by Broca's index. This criteria don't reveal any difference (Fig. 4) .
10. Profession About 80% of cases belong to mental laborer and skilled profession. There is no correlation between the existence of chest pain and the localization of infarction. The duration of pain of more than 1 hour is seen in 71.4% of posterior wall infarction and in 42.9% of anterior infarction (Table  XI , XII, XIII, XIV, XV).
Shock and other manifestations
The attacks which are accompanied by shock are found in larger percentage among the elderly group (Table XVI) .
The atypical attacks which are accompanied by manifestations such as acute cardiac failure or sensory disturbances are found in 11.9%. And the silent attacks which became apparent by ECG at the health survey or other occasions are 6.6%. Both of these anomalous attacks consist in higher percentage among the elder group than the younger groups (Fig. 5) .
3. Arrhythmia Arrhythmias are the commonest accompaniment in myocardial infarction and are found in 33.8% of the anterior wall infarction and in 73.9% of posterior wall infarction. In both cases extrasystoles appear as the largest incidence. In posterior wall infarction also a number of atrioventricular blocks are found.
Between age groups larger numbers of arrhythmias are found in the elderly group, and particularly atrial fibrillation and bundle branch blocks occur more frequently in this group (Table XVII, XVIII). 4. Misdiagnosis The distribution of misdiagnoses is shown in Fig. 6 . At the first examination 10% of cases are mistaken. attack is 9% in the group of patients who came to examination. Other causes are represented in Table XX. 2. The recurrence of attack The occurrence of the second attack is 12.8%. The mortality rate of the second attack is 70.6%. In the elderly group both the occurrence and the mortality rate are higher (Table XXI) .
The interval of attacks is less than 1 year in one half of the cases, and in 3 years the attack recurred in 76.5% (Table XXII) .
3. The fatality is higher in the elderly group after more than 3 years Hatched area represents the deaths.
of first atack. There is no difference in this rate within 3 years among the age groups (Table XXIII) . In addition, the mortality rate of those patients who have suffered shock is 7 times as high as those without shock (Fig. 7) .
4. The decision of the prognosis at the onset of attack We have applied the evaluation criteria of clinical findings at the onset of attack according to the weighing system of Schnur1), 2) and Peel3) to Japanese patients. We could not draw any conclusion as to the applicability of these systems, because there remain so much subjective vaguenesses. DISCUSSION I. General findings 1. The occurrence frequency of myocardial infarction in Japan In Japan it is reported that among the out-patients the occurrence of myocardial infarction is 2.2% (5.7% among the patients older than 60 years of age) by Nakagawa,4) 1% by Kusui, 5) and Ueda6) made a sequential analysis of occurrence after the World War II, and concluded that this disease increased substantially during these period in Japan. The frequency found at autopsy Jap. Heart J. N ovember, 1964 is reported to be 13.2% from Yokufu-en (an old people's asylum in metropolitan area) by Murakami,7) and subsequently 11.2% with extended examination of larger basis by Seki.8) The other figures are distributed between 1% and 57%, and these differences are believed to be accounted for by the regional and social composition of cases. The value for the metropolitan may be estimated to be about 10%.
There is no concordance in the age distribution among various reporters, too.
2. Sex difference The cumulative ratio of male and female patients of myocardial infarction from various sources is 5.8:1 (353:61) in Japan.4)-19) The authors believe that because of the past unfavorable situations of women in Japan there will be a substantial change in this ratio in the coming future.
3. The localization of the infarction The cumulative ratio of anterior to posterior infarction from all sources amounts to 2.6:1. The autopsy study by Seki8) reveals that this ratio to be almost unity. The discrepancy may be accounted for by the difficulty of the clinical diagnosis of posterior infarction and in part by the differences in the definition of infarction between clinician and pathologist.
Seasonal difference in occurrence
The reports on the seasonal predisposition in occurrence of myocardial infarction are not unanimous at the first glance. However, this discrepancy may be explicable in terms of meteorological differences among various survey groups.
There is an interesting report by Kobayashi20) that the climatological factors such as the passage of cold front and the decline in barometric pressure may worsen the condition of coronary patients.
5. The situation at which the attacks occur The preference of time in a day at which the attacks occur is also not conforming among various authors.21)-23)
And there are many reports on the physical conditions of patients at which the attacks begin. 24)-28)
The authors would like to pay special attention on the fact that the attacks can occur even during the inactivity and the sleep.
6. Profession In Japan almost all reporters believe that there are professional differences in the incidence of myocardial infarction. However, the authors believe that, when more cases of this disease will be accumulated in the future, it will need re-examination.
Ground sicknesses and complications
The rate of incidence of underlying hypertension is reported to be 56.9% by Kanazawa,11) compared with our figure of 59.6%. In Japan this figure seems to be higher than in the Caucasoid races. The same conclusion is reached by Kimura29) in an epidemiological study. As for diabetes mellitus, Ueda30) reported that this complication would make the clinical course and prognosis of myocardial infarction more severe and that this relationship is more apparent in female patients. Their figure for the existence of mellituria among the patients of infarction is 5%, compared with our 10.1%. In 21.6% of the whole patients the authors get the positive Wassermann reaction. However, we could not have any information as to the participation of this factor in the pathogenesis of myocardial infarction.
8. Miscellaneous
The authors believe that tobacco smoking might have some causal relationship with the occurrence of myocardial infarction. The influence of subjective stressful situation is also described by Kobayashi.20) It will need further confirmation.
II. Clinical signs and symptoms
Pain
The incidence of prodromal chest pain is reported to exist in 20-43% of patients in Japan. 6), 30), 31) The situation of pain is reported by Ueda6) to be principally retrosternal and precordial in 85% of cases, but in 15% it is distributed at gastric, right hypochondrial, dorsal, right scalenar, and nuchal regions. The intensity of pain by the same authors is severe in 50% and pressing and unagreeable in 29%. The radiation of pain is reported as in 35.3% to the left shoulder and left hand by Murakami.7) However, in 40.5% of our cases there is no radiation of pain, so that the radiation is not pathognomonic in myocardial infarction. The conclusion of Ueda1) is the same in this regard, although there are pains in 50% of cases of anterior infarction and in 80% of posterior infarction.
Shock
The complication of shock is also grave in Japan. 3. Atypical attack According to Murakami7) the initial symptoms of myocardial infarction are in 46.6% classical, in 12.6% with anginal attack of short-period, in 29.1% with cardiac asthma, apoplectic attack and congestive failure, and in 11.7% unconscious. They stressed that the apoplectic type of attack is seen only in patients of more than 70 years of age.
The frequency of attacks without pain or consciousness is reported to be 13% by Ueda,6) 10% by Mizuguchi,10) 5.9% by Kanazawa11) and 7.5% by Kimura.31) The age distribution is by Seki8) 20% in sixties, 52.2% in seventies, and 50% in eighties in fresh infarction, and in old infarction it is 53%, 58%, and 54.1 % in this order. They also reported that unconscious infarctions are found more in posterior wall.
Their another conclusion is that cases suspected to have been mild and progressive at autopsy are unconscious in 66.7%, and cases seemed to have been acute are in 35.5% unconscious.
4. Arrhythmia The appearance of arrhythmias is reported to be 16.3-75% by various authors.10), 18), 32) III. Prognosis 1. Mortality rate, cause of death, and recurrence The reported mortality rates are 30% by Shigiya12) and 30.6% by Kanzawa.11) As for the cause of death, Ueda6), 30) reported that in first week ventricular fibrillation and shock are the most serious one. The rate of recurrence is reported to be 12.6% by Seki, and 19.5% by Kanazawa. The high mortality of the second attack is unanimous in all authors.
2. The fatality along with the course of disease The fatality in the first day of the disease is 6% by Ueda,6), 30) in the first week is 8.2% by Niitani,33) in 1 month 22.2% by Niitani,33) 10% by Ueda, 6) , 30) in 1 year 16.1-26% by Ueda,6), 30) 19.4% by Kanazawa,11) in 3 years 28.2% by Ueda, and in 5 years 43.8% by Ueda.6), 30) The rates reported from Yokufu-en asylum is not considered here because of the particularity of their cases.
SUMMARY
In this compilation the authors are intended to elucidate the commonest clinical features of myocardial infarction in Japan. This disease is believed to be increasing in this country during recent years, belonging also to those diseases which are of the most serious consequence as in the other countries. We sincerely hope that this report will serve as guide-line to those who concern medical practice in Japan.
